The COVID-19 pandemic poses significant risks to people who are marginalized, particularly individuals with substance use disorders.^[@R1]^ With hospitals and clinics focused on COVID-19, people with addiction, who are already stigmatized and underserved by the healthcare system, are encountering additional barriers to treatment. Many addiction treatment and harm reduction organizations have had to reduce the hours and services they provide in order to accommodate needs for physical distancing, introducing additional obstacles to already limited access. Physical distancing and the associated social isolation can be deadly for people with opioid use disorder due to increased risk of overdose death related to unfamiliar drug supply from supply chain disruptions, opioid withdrawal and loss of tolerance, using alone, and resumed use among people in recovery.^[@R1]^ As practitioners of primary care, emergency medicine, and addiction medicine, we are seeing the toll this is taking on our patients.

COVID19 has forced us to find innovative and patient centered ways to provide care to our patients. Policy makers and regulatory bodies have similarly been forced to adapt to prevent catastrophic disruptions in access to buprenorphine and methadone. To minimize barriers to care and prevent increases in overdose deaths during the COVID-19 emergency, the Substance Abuse Mental Health Services Administration, the US Drug Enforcement Administration, and the US Department of Health and Human Services issued guidances that allow for use of audio-only telehealth encounters for buprenorphine induction without requiring an in-person evaluation or video interface.^[@R2]^ Loosening regulations in this way provides a unique opportunity to provide and evaluate low-threshold buprenorphine prescribing models. These new models of care delivery challenge some of the current non-evidence based regulations and requirements that limit engagement and access to care. In partnership with the Rhode Island Department of Health and the Department of Behavioral Health, Developmental Disabilities, and Hospitals, we established the Rhode Island Buprenorphine Hotline in response to this new regulatory framework. This phone hotline functions as a 24 hour "tele-bridge" clinic where people with moderate to severe opioid use disorder can be linked with a DATA 2000 waivered provider who can provide an initial assessment and, if appropriate, prescribe buprenorphine for unobserved induction and linkage to outpatient maintenance treatment.

Most outpatient clinics operate during typical business hours and have limited walk-in availability. Physical "bridge clinics" have been established in many health systems to fill gaps in care for people with opioid use disorder and have shown high rates of retention and linkage to treatment.^[@R3]^ Prior research has also demonstrated comparable patient retention, ratings of therapeutic alliance, and medication adherence for telehealth-delivered medication *maintenance* treatment for opioid use disorder compared to in-person care.^[@R4]^ The current guidance provided during the COVID-19 emergency has allowed for combining these approaches to reduce barriers to lifesaving addiction treatment.

The use of telehealth for buprenorphine *initiation* is untested and incompletely understood, as COVID-19-related regulation changes have only recently made this low-threshold treatment access option possible. Since launching the hotline, we have been able to provide daily phone assessments and buprenorphine inductions to individuals seeking treatment with linkage to outpatient maintenance treatment along with naloxone and harm reduction education. Evaluation will determine hotline effectiveness and acceptability, but thus far, overall reception has been positive. Hotline respondents have expressed difficulties otherwise accessing treatment and significant anxieties about leaving their homes. The hotline has also been enthusiastically received by harm reduction and treatment providers, viewing it as a promising model to bridge gaps in treatment access that both preceded and are exacerbated by the COVID-19 pandemic.

While medication for opioid use disorder treatment has been expanded over recent years,^[@R5]^ significant gaps in treatment availability remain. A minority of the 2 million individuals with opioid use disorder living in the United States take opioid agonist medications for addiction treatment, despite clear evidence demonstrating reductions in all-cause mortality, opioid overdose, resumed opioid use, and HIV infections.^[@R6],[@R7]^ Access to buprenorphine is largely determined by the availability of providers and treatment centers, and, as with COVID19, gaps in treatment highlight structural inequities determined by geography, income, and race.^[@R8],[@R9]^ This hotline is one common-sense strategy to address a complex access problem. The COVID-19 pandemic has put a spotlight on social determinants of health and the fissures in our medical and public health infrastructure. It is crucial that we seize the opportunity to address these inequities, prevent overdose death, and support recovery.

Use of telehealth for initiation of addiction treatment during the current public health emergency has valuable lessons for how we can improve access to care. The sustainability of using telehealth for buprenorphine initiation relies heavily on legislative and regulatory changes. The Ryan Haight Online Pharmacy Consumer Protection Act prohibits the prescription of controlled substances without an initial in-person visit with a provider. Enacted to prevent the trafficking of opioid medications by online pharmaceutical companies, this federal law has limited the use of telehealth for buprenorphine initiation with very narrow exceptions including a declared state of emergency, as we have seen with the COVID19 pandemic.^[@R10]^ Innovations like the Rhode Island Buprenorphine Hotline could have a profound effect on how we approach treatment access, particularly for vulnerable populations. As we have seen with the adoption of unobserved induction, it is important to challenge assumptions and practice patterns, particularly when changes are patient-centered and prioritize harm reduction. A unique set of circumstances has allowed us to begin this process, and it will be important to evaluate the impact of this model. The Opioid Epidemic has felt like a state of emergency to many of us for some time. If the current federal guidelines instituted during the COVID-19 pandemic are to be adopted permanently, not only could we expand medication access for patients with opioid use disorder, we would also be able to study the efficacy of this low-threshold care model over time. As clinicians working on the front lines, there are many things we will happily leave behind after the pandemic. This is one innovation we hope to carry forward.
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